Many doctors and professional groups welcomed the introduction of audit as a means of showing their commitment to improving the quality of care they provide, -3 although others have been sceptical.4 Generous government funding was provided (at least in the initial funding of unidisciplinary medical audit) to support the enthusiasts and stimulate the development of comprehensive programmes of audit in the hope of persuading the sceptics that it was a worthwhile endeavour. Subsequently, encouragement and less generous central funding was provided for programmes of audit in the nursing and therapy professions. 6 Why is it that for many audit remains a low priority and for others the original enthusiasm may be diminishing?
Perhaps it is too early for us to expect audit to be a fully integrated component of clinical practice. However, by many it is still seen as an additional burden.7 8 The time has come to take stock. The Department of Health has recognised the need for further development of audit in its annual executive letter and recent publication on clinical audit,9 10 but these recommendations alone will not create the desired change: we believe that concerted action is needed in several key areas if the audit programme is to continue successfully and achieve its goals (box).
Attitudes and organisation A frequently cited reason for failing to undertake audit is lack of time. 11 The solution is not to identify ringfenced sessions or to undertake audit out of hours -in that way audit will continue to be seen as an activity separate Many of these deficiencies require educational intervention. For example, effective audit requires a fundamentally different perspective on patients in order to regard them as populations as well as individuals. The central focus of clinicians is, rightly, the patient, each patient being considered as an individual. Audit, however, also demands an understanding of the effects of care on populations of patients. Clinicians need to be epidemiologically literate to support appropriate and effective audit. Further education is therefore needed in the theory and skills of clinical epidemiology as well as in audit methods. 22 Furthermore, audit will continue to be regarded as a burden additional to normal clinical work if it is introduced to clinicians only after they have qualified. Recent surveys of medical schools have shown that only a few include audit in the undergraduate curriculum; it is therefore not surprising that its legitimacy as part of clinical practice is questioned by recent medical graduates. 23 24 Medical undergraduates should be introduced early to the concepts and methods of audit. Undergraduate curricula are, in line with the recommendations of the General Medical Council, developing their public health and epidemiological components. 25 It is also important that skills in audit and quality assurance are emphasised. The same is true of postgraduate and continuing medical education, with the royal colleges and government recognising the need for review. 26 28 Skills in audit, quality assurance, and management have a recognised position in the development of more formal systems of continuing professional development presently being explored by the medical royal colleges.26 27 These skills are relevant not only to medical training but to the education, training, and continuing professional development of other clinicians (nurses, therapists, etc) and of health service managers. This need to meet the demands of the rapidly developing evaluative culture of the NHS is an increasing challenge to providers in managing their responsibilities for basic and continuing clinical education. Indeed, this is a subject where multidisciplinary learning could be usefully developed.
Integration with other initiatives Another issue concerns the integration of audit not only into provider clinical practice but also within the wider NHS reforms. Although ringfenced funding has been a necessary component in developing audit programmes to date, it has slowed the integration of audit within the reformed NHS. In the new NHS, audit will have to show that it can survive in the marketplace if it is to gain and retain credibility with clinicians. How is the quality of purchased work to be assured? Is there a 2%/ "quality premium" that will be added to the bill to underwrite audit activity, or Focused audit, relevant to organisational priorities, and to service and patient needs, is more likely to occur when purchasers have a greater say in audit (for example, in emphasing priorities in the Health of the Nation); when audit is multidisciplinary; when audit is planned in the context of an organisation's expressed priorities (for example, built into the business planning cycle); and when the results of audit are seen to influence decision making and service development.
Conclusions
We are concerned that audit is at risk of losing its impetus and direction. Funding of a programme without widespread support can cause resentment when alternative needs in the health service are so apparent. There are, however, possible actions to overcome present problems. Addressing one or two of them alone will be insufficient: without education in audit methods and associated skills clinicians cannot perform audit; without the demonstrated value of audit they will not want to do so; without information they will not be able to do so, and without integration with other initiatives audit will remain marginalised. The box summarises our views of the key areas where action is required to support the further development of an effective audit programme. We believe that a concerted effort is required at all levels among those commissioning and applying audit, from the Department of Health to individual clinicians.
All of this takes time, commitment, and enthusiasm. Let us not abandon a worthwhile initiative too soon in its development phase for the wrong reasons or we risk letting down future generations of health service staff and patients. 
